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Abstract
Limited empirical evidence is available regarding the uptake and effectiveness of school-based mental health and wellbeing programs implemented in Australian schools. This study aimed to characterise the delivery of programs in primary
(elementary) schools across New South Wales, Australia, and to assess this information against published ratings of program
effectiveness. Delivery of programs in four health-promoting domains—creating a positive school community; teaching social
and emotional skills; engaging the parent community; and supporting students experiencing mental health difficulties—were
reported by 597 school principals/leaders via online survey. Although three quarters of principals reported implementing at
least one program, many of these programs were supported by little or no evidence of effectiveness. There was also variability
in the use of evidence-based programs across the four domains. Findings indicate a need to provide educators with improved
support to identify, implement, and evaluate effective evidenced-based programs that promote student mental health.
Keywords Mental health · Student wellbeing · Social-emotional learning · Primary schools · Evidence-based practice ·
Survey of school promotion of emotional and social health (SSPESH)

Introduction
Schools in Australia and internationally are increasingly
being tasked with an important role in fostering students’
mental health and wellbeing alongside their academic
development. Evidence that social-emotional competency
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is supportive of students’ academic and behavioural development, in addition to their mental health and wellbeing
(Grove & Laletas, 2020), is leading to the inclusion of
social-emotional learning (SEL) as a key element in systemic reform initiatives based on the implementation of
multi-tiered systems of support frameworks (Stoiber &
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Gettinger, 2016). Reform progress is most advanced in the
United States (US), where the Collaborative for Academic,
Social, and Emotional Learning (CASEL, 2013; Weissberg et al., 2015), was established in 1994 with the aim of
generating high-quality evidence-based SEL programs for
implementation in schools. These programs deliver formal
teaching, modelling, and skills practice in five core socialemotional competencies: recognising and managing emotions and behaviours, setting and achieving positive goals,
appreciating the perspectives of others, establishing and
maintaining positive relationships, and making responsible
decisions (Elliott et al., 2015).
Consistent with an Implementation Science approach to
quality improvement in education (Fixsen et al., 2015; Meyers et al., 2019; Nilsen, 2015; Nordstrum et al., 2017), the
online CASEL Guide (CASEL, 2013) adopts a systematic
framework (with criteria and rationale) for evaluating the
quality of universal1 programs teaching these five competencies and provides best-practice guidelines to school leaders and to policy makers on how to select and implement
SEL programs across preschool, elementary, middle, and
high school grades. Meta-analytic evidence (Durlak et al.,
2011) demonstrates that the enhanced social and emotional
competencies resulting from these SEL programs (Hedge’s
g effect size [ES] 0.57) may bring about reductions in conduct problems (ES 0.22) and emotional distress (ES 0.24),
and improvements in social behaviour (ES 0.24) and academic learning outcomes (ES 0.27), which can remain over
follow-up intervals of six months to 18 years (Taylor et al.,
2017). However, as SEL is embedded in the cultural context
in which it is taught (Collie et al., 2017), school leaders and
policy makers outside the US require similar evidence hubs
providing high-quality information on the effectiveness of
programs, and effective supports for program implementation, in their local communities. To varying degrees, the
CASEL model has been adapted in other jurisdictions [e.g.,
the United Kingdom (Early Intervention Foundation, 2014)]
as the evidence-base from local evaluations of school-based
mental health promotion programs becomes available. In
Australia, however, few impact evaluations of such programs
have been undertaken.
Little is known regarding the uptake of SEL and other
mental health and wellbeing programs by Australian schools,
and particularly, the extent to which schools implement programs with an existing evidence base. The Australian Commonwealth and State Education Ministers have recognised

1
Universal programs are non-targeted and often school-wide interventions that do not require students to meet specific eligibility criteria. They reflect a preventive approach with an emphasis on equipping students with the skills they need to become resilient and on
supporting their wellbeing.
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the importance of integrating the teaching of social and
emotional competencies with academic learning (Education Council, 2019; MCEETYA, 2008). Accordingly, formal
teaching and practice of four of the five CASEL competencies is operationalised in the Australian Curriculum through
the Personal and Social Capability (ACARA, 2020) strand
of the General Capabilities, which develops skills in selfawareness, self-management, social awareness, and social
management (relationship skills). While the idea of general
capabilities is widely supported by educators, who recognise their importance for students, the matrix design of the
Australian Curriculum, together with the emphasis placed
on subject curriculum, reduces the likelihood of teachers
explicitly including the capabilities in their planning and
teaching, especially those capabilities not perceived to
directly support subject learning (Gilbert, 2019).
Further, while all Australian schools are required to
deliver a mental health and wellbeing curriculum, the stratified provision of educational services in Australia (by States
and Territories and government and non-government providers) has spawned a diversity of policies governing this practice. This has left schools to navigate a plethora of programs
and service providers in planning and implementing their
mental health programming, within a school accountability
context that privileges narrow forms of academic achievement and which provides variable amounts of direction
and support for evidence-based program identification and
implementation (Bowles et al., 2017; Powell & Graham,
2017; Wyn, 2007). Recent reviews describing the cultural
and contextual characteristics that have shaped SEL delivery in Australia have highlighted this flexibility in program
selection relative to more directed approaches often adopted
in other jurisdictions (Collie et al., 2017; Humphrey, 2013).
While seeking to respect the professionalism and professional judgement of educators, such flexibility also creates
additional burden for those educators who may not have the
time or requisite research knowledge to decipher the most
appropriate programs from the many that are marketed to
them. The sheer number and diversity of programs in operation across Australian schools also presents challenges to
deriving an evidence-base on the effectiveness of schoolbased mental health programs in diverse Australian contexts.

Recent Initiatives to Support School‑Based
Mental Health Provision in Australia
A series of national initiatives funded by the Australian
Government has provided some support for local delivery of school-based mental health promotion, prevention,
and early intervention (Collie et al., 2017; Humphrey,
2013). These comprised MindMatters for secondary
(middle/high) school students (7th through 12th grades;
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ages ~ 12–18 years) commencing in 2000, KidsMatter Primary for primary (elementary) school students (foundation [kindergarten] through 6th grade; ages ~ 5–12 years)
from 2006, and KidsMatter Early Childhood for preschool
aged children from 2010 (Graetz et al., 2008; Littlefield
et al., 2017). In November 2018, these were integrated,
and replaced by Be You—a single national education-based
initiative to support the mental health and wellbeing of
children and young people from birth to school-leaving
(Australian Government, 2021). These initiatives have
provided flexible training, information, and resources to
schools, including an online directory of mental healthrelated programs (including SEL) from which schools
could select those best suited to their needs and context.
However, unlike the CASEL and Early Intervention Foundation approaches, the mental health programs featured
in these initiatives were not restricted to those supported
by evidence of their effectiveness. To our knowledge,
the extent to which school leaders in Australia prefer
evidence-based programs over other available programs
has not previously been investigated. This information is
a critical first step to better understanding the navigational
challenges educators experience and how program information provision might be improved.
Of particular relevance to the present study characterising the use of primary school-based mental health and
wellbeing programs, the KidsMatter Primary (2006–2018)
initiative (Graetz et al., 2008; Littlefield et al., 2017) provided a framework through which primary schools were
supported to deliver a universal approach to improving all
children’s mental health and wellbeing, supplemented with
targeted early intervention strategies for students at risk or
already experiencing mental health difficulties. It provided
a conceptual framework (rationale) to support a whole-ofschool approach and implementation process, comprising
step-by-step guides to support implementation and maintenance, as well as staff training, and support personnel. An
online Programs Guide, compiled in 2009 by the Australian
Psychological Society, provided information on a suite of
approximately 100 programs suitable for primary schoolaged students. The programs were mapped to the four components of the KidsMatter framework identified as important
for driving whole-school improvement (Slee et al., 2009):
Component 1: Creating a positive school community
through programs building respectful relationships and a
sense of belonging and inclusion;
Component 2: Providing social and emotional learning
for students through formal teaching of social and emotional
competences in the curriculum and relevant opportunities
for the practice of these skills, according to the five CASEL
competencies of self-awareness, self-management, social
awareness, social management (relationship skills), and
responsible-decision making;

Component 3: Working with parents and carers of children, including programs providing support and information
about parenting, children’s development, and mental health;
Component 4: Supporting children at risk of or experiencing mental health difficulties, via school-based programs for children with emotional, social, and behavioural
problems, and policies and practices to support improved
educator capacity to recognise early problems and assist
families in accessing relevant health and community service providers.
For each of the SEL programs featured in Component 2,
the Program Guide provided additional information regarding that program’s area of focus (i.e., the CASEL competencies developed), the extent of available evidence supporting its effectiveness, and the degree of formal structure
provided to the SEL sessions and opportunities for skills
practice. Notable variation between programs featured in the
Guide existed not only in the extent of available evidence
supporting their effectiveness, but also in their coverage
of the CASEL competencies and structured learning sessions. More recently, as part of a wider systematic review,
more than 200 school-based mental health and wellbeing
programs available in Australia were reviewed (Dix et al.,
2020), with notable variability in the quality of evidence
supporting program effectiveness. Less than one quarter
(23%) of programs had any associated published studies or
reports assessing their impact on behavioural outcomes, and
only one Australian study was of sufficient quality to meet
the criteria for inclusion in the broader systematic review.

The Present Study
Establishing the uptake of mental health promotion and early
intervention programs by Australian schools, particularly the
extent to which evidence-based programs are implemented,
may help inform the development of more effective policy
and resourcing to support school-based mental health promotion in Australia, and provide a baseline against which
future improvements in practice can be evaluated. The
present study thus sought to characterise the diversity of
school-based mental health and wellbeing programs being
delivered in the Australian state with the largest population
of primary school students, New South Wales (NSW). The
study aimed to identify the variety and extent of uptake of
different programs delivered in both government and nongovernment schools across the state, the length of program
delivery, the grade/stage levels targeted by the programs,
and school leaders’ perceptions of their effectiveness. These
program data, reported by primary school principals via
online survey, were assessed according to the four components of school-based mental health promotion implemented
within the KidsMatter framework, and in the context of the
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supporting evidence available for these programs, including
the recent evidence ratings conducted by Dix et al. (2020).

Method

programs that were used in their school but which were not
listed in the program menu. For each program reported, principals were asked to indicate:
I.

Recruitment
In November 2015, the school principals (or their delegate
from the school leadership team) of 689 government and
non-government (Catholic, Independent) schools in NSW
with a 6th-grade enrolment were invited to participate in
an online survey of school-based mental health promotion
policies and practices. These were the principals of a subset
(83%) of 829 schools who, as part of the NSW Child Development Study (Carr et al., 2016, Green et al., 2018), had
administered an online, self-reported Middle Childhood Survey (MCS) of child mental health and wellbeing to 27,808
6th-grade students during 2015 (Laurens et al., 2017) and
had indicated willingness to be contacted regarding a principal survey. According to data obtained from the Australian
Curriculum, Assessment and Reporting Authority, these 689
schools constituted almost one third (29.1%) of the 2,371
schools in NSW with a 6th-grade enrolment during 2015.

Procedure
Participants received information about the study and a
unique link to the online survey via email. Responses were
monitored during a two-month administration period, with
system-generated reminder emails issued to non-responders,
followed by a telephone reminder.

Instrument
The online Survey of School Promotion of Emotional and
Social Health (SSPESH) comprised two sections. The first
section was a 14-item instrument that assessed the implementation of whole-school policies and practices in the four
health-promoting components (creating a positive school
community, teaching social and emotional skills, engaging
the parent community, and supporting students experiencing mental health difficulties). The second section (detailed
below) recorded the wellbeing programs and frameworks
being implemented in a school. Data from the first section
of the survey have been analysed in detail previously (Dix
et al., 2019). The present study analyses data from the second section of the survey.
Principals could report the delivery of up to five (5)
school-based mental health promotion programs by selecting from a menu of 96 programs featured in the KidsMatter
Primary Programs Guide (Littlefield et al., 2017). Principals could also respond via free-text to provide detail on
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II.

III.

The calendar year in which delivery of the program in
their school commenced—six response options, ranging from 2010 or earlier (scored 6) to 2015 (scored
1);
The school grades targeted by the program – five
response options: Early Stage 1 (Kindergarten);
Stage 1 (Grades 1–2); Stage 2 (Grades 3–4); Stage 3
(Grades 5–6); or All or most stages; and
The principal’s perception of the effectiveness of the
program—four response options: Not at all (scored
0); Somewhat (1); Moderately (2); and Extremely (3).

Principals were also asked to report their school’s implementation of any whole-school mental health and wellbeing
frameworks. Principals could indicate by check-box their
school’s implementation of up to nine frameworks commonly adopted in Australian schools by 2015, including:
KidsMatter Primary; KidsMatter Early Childhood; MindMatters (pre-2014) or MindMatters Redeveloped (from
2014); School Wide Positive Behaviour Support/Positive
Behaviour for Learning; Health Promoting Schools; Cybersafety; Child Protection; and Dare to Lead, and/or nominate
alternative frameworks by free-text. Although these frameworks vary in the extent to which they provide a conceptual
framework (rationale) to support a whole-of-school prevention approach, a detailed implementation process, staff
training, and support personnel, they nonetheless provide
some indication of whether school principals access external
resources to promote mental health and wellbeing in their
school.

Analytical Approach
Programs Selected from the Programs Menu
The programs delivered were categorised according to each
of the four health-promoting components (creating a positive school community, teaching social and emotional skills,
engaging the parent community, and supporting students
experiencing mental health difficulties), and their effectiveness in eliciting positive effects on behavioural outcomes
was rated drawing on available evidence (Dix et al., 2020),
rated at three levels: ‘low’—programs for which an underlying theoretical framework was identified but no published
study of program effectiveness was available; ‘medium’—
programs for which there was only indirect evidence available (i.e., empirical evidence of effectiveness from similar/
related programs, but no research involving the specific
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Table 1  Ratings levels used
to differentiate the schoolbased social-emotional
programs (component 2)
according to evidence of
program effectiveness, degree
of structure to the lessons,
and coverage of social and
emotional competencies

Rating domain

Rating level

Evidence of effectiveness

0 = program effectiveness not empirically supported, either where
no evaluations met inclusion criteria or the preponderance of
evidence did not show positive program impacts on behavioural
measures
1 = a single study available documenting positive behavioural
outcomes immediately post-intervention
2 = multiple studies documenting positive behavioural outcomes
immediately post-intervention or a single study documenting
positive behavioural impacts at follow-up at least one year postintervention
3 = multiple studies documenting positive behavioural outcomes
immediately post-intervention, with at least one study indicating
positive behavioural impacts at follow-up at least one year after
the intervention ended
0 = program comprises a collection of activities that are not structured formally into sessions
1 = program is loosely arranged into sessions with minimal
instructions for implementation
2 = program comprises of a series of formally structured sessions
with basic instructions for implementation
3 = program comprises of a series of formally structured sessions
with comprehensive instructions (i.e., detailed facilitator notes,
examples, responses, etc.) to ensure consistent implementation
0 = no or minimal coverage
1 = consistent provision of information only
2 = consistent opportunities for guided in-lesson skill practice
3 = consistent opportunities for skill application beyond the lesson

Structured sessions

Coverage of CASEL competencies

These ratings levels from KidsMatter are copyright to the Commonwealth of Australia 2008, and reproduced here with permission

program); and ‘high’—published studies or reports on the
program’s impact on behavioural outcomes available, but
without consideration of the methodological quality of those
investigations.
For programs delivering formal teaching of SEL competencies (Component 2), we additionally drew on the information compiled by the Australian Psychological Society for
the KidsMatter Primary Programs Guide, which remained
publicly available online at the time of survey completion in
2015. This information provided ratings of: (i) the evidence
of program effectiveness (i.e., availability of empirical studies demonstrating positive program impacts on behavioural
measures); (ii) degree of structure to the lessons; and (iii)
coverage of the five CASEL social and emotional competencies within each program. Each of these three ratings comprised four levels, as detailed in Table 1.
Analyses were conducted to determine whether any of
four demographic features of a school were associated
with the delivery of a program in each component. These
school demographics included: (i) the Index of Community
Socio-Educational Advantage 2014, which is derived for
each school in Australia, based on information including
parental education and occupation, the school’s geographical location, and the proportion of Indigenous students

(ACARA, 2015); (ii) the location of the school (metropolitan, regional or remote); (iii) the total enrolment size;
and (iv) the number of full-time equivalent teaching staff.
Bivariate associations between each demographic variable
and the delivery of a program in each component were
examined using analysis of variance (for continuous variables) or chi-square (for categorical variables). To correct
for the conduct of multiple comparisons (n = 16), a p value
of < 0.003 was applied to determine statistical significance.

Other Programs Detailed via Free‑Text Response
Any free-text response providing additional information
relating to the 96 programs listed in the selection menu
was incorporated into that analysis. Responses naming
other programs were classified based on the available
information, supplemented by further online research,
according to whether the program derived from a provider external to the school or was developed “in-house”.
Responses were also classified according to the skill targeted for development (e.g., resilience, peer relationships),
incorporating information from respondents who indicated
these skills as being targeted without naming a specific
program. Any responses detailing programs addressing
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physical wellbeing, or numeracy or literacy, rather than
mental health and wellbeing, were not analysed further.

Health Promotion Frameworks
Information on the adoption of health promotion frameworks
was compiled from the check-box and free-text sections for
descriptive reporting.

only. The analysis of school demographics in relation to the
delivered programs in each component were all non-significant: that is, on the four demographic variables considered
(socio-educational advantage, school location, size, and
number of full-time equivalent teaching staff), schools delivering programs in the four components did not differ systematically from schools that did not deliver those programs.

Positive School Community (Component 1)

Results
Survey responses were received from 598 (86.8%) of the
689 school principals invited to participate. The representativeness of this sample of schools on a range of sociodemographic indices relative to all 2,371 primary schools in
NSW has been demonstrated previously (Dix et al., 2019).
Two thirds of principal respondents (66.9%; n = 400) were
from government schools. Schools were located predominantly in metropolitan (63.4%; n = 379) or regional (35.3%;
n = 211) rather than remote (1.3%; n = 8) areas. On average,
48.9% of students within these schools were girls, 9.2% of
Indigenous status, and 23.7% from a language background
other than English. Based on schools’ ICSEA scores, 29.3%
of children in participating schools were in the lowest quartile of socio-educational advantage and 22.3% in the highest
quartile. Mean survey response time was 10.7 min. Survey
responses regarding programs from one principal were all
missing, yielding a final sample of 597 respondents for the
present study.

Programs Selected from the Programs Menu
The principals of 442 schools (74.0%) reported delivery of
at least one of the programs listed in the program menu,
comprising a total of 68 programs (Dix et al., 2020, provides citations for these programs, where publicly available). Multiple programs were delivered (two in 21.1% of
schools, three in 17.3%, four in 6.9%, and five in 5.2%) in the
majority of these 442 schools (n = 301, 50.4%), with a single
program delivered in 141 (23.6%) schools. These programs
are grouped in Table 2 according to the health-promoting
component addressed by the program, along with detail on
the number (and percentage) of schools delivering each program, the mean number of years each program had been in
use, the mean reported effectiveness of the program, and the
stages (grade levels) targeted by the program.
In 2.8% (n = 17) of schools, principals reported the delivery of a program in each of the four health-promoting components, 16.1% (n = 96) of principals reported programs in
three of the four components, 28.6% (n = 171) programs in
two components, and 26.3% (n = 158) in a single component

13

Almost one third of schools (n = 195; 32.7%) delivered programming identified in the Programs Guide as supporting
the development of a positive school community though
building respectful relationships and a sense of belonging
and inclusion. Most programs were targeted to students at all
or most stages (grades). On average, principals reported that
delivery of these programs had been in place for between
four and five years (M = 4.3 years), and that they were moderately effective (M = 2.2; with effectiveness ratings distributed as: 0% not at all, 17.7% somewhat, 45.3% moderately,
and 37.0% extremely).
One-fifth (19.4%) of principals reported delivery of the
Peer Support Program by Peer Support Australia, for which
the review by Dix et al. (2020) indicated an evidence rating of high. This program had, on average, been in use in
schools for more than five years and been targeted to students at all or most stages, with a mean effectiveness rating by principals between moderately and extremely effective (M = 2.3). As shown in Table 2, 13 of the 18 reported
programs in this component were delivered in fewer than
five schools, with most of those programs (10) delivered in
individual schools only. For the other four most commonly
reported programs in this component, the Dix et al. (2020)
review indicated an evidence rating of high for the Friendly
Schools and Families (i.e., Friendly Schools Plus) program,
but a rating of low for the Better Buddies, Bully Busters,
and Peer Mediation programs. Overall for this component,
about two-thirds (64.5%) of the programs delivered had at
least one published study or report on the program’s impact
on behavioural outcomes.

Social‑Emotional Learning (Component 2)
Almost two-thirds (n = 358; 60.0%) of principals reported
the delivery of programs providing formal teaching and
practice of social and emotional competencies, using the 39
programs listed in Table 2 and detailed further in Table 3.
As with Component 1, most of these SEL programs were
targeted to students at all or most stages/grades. On average,
principals reported that delivery of SEL programs had been
in place for between three and four years (M = 3.6), and that
they were moderately effective (M = 2.1; with effectiveness
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Table 2  Programs (selected from menu) reported by Principals as being delivered by NSW primary schools (n, %), mean years program was in
use, mean reported perceived effectiveness of program, and stages (grades) to which programs were targeted (%)
School program

Component 1: Positive school community
Better Buddies Framework
Bully Busters
CampOut with K
 ids3
Friendly Schools and Families2
Friendly Schools Plus2
MindUp2,4
No Blame Bullying Prevention
P.E.A.C.E. Pack, The
Peer Mediation2
Peer Support (VIC) by Stride Foundation
Peer Support Program by Peer Support
Australia
Ripple Kindness P
 roject2
Roads to Refuge: Refugees in Australia
Education Kit
Skills for Growing2
Smiling Mind2
Solving the Jigsaw2
Stories of Us: Belonging2
Tribes TLC
Component 2: Social-emotional learning
Being Me: ABC Health series
BGreat4kids
Body Think
Bounce Back!
BRiTA Futures Primary School Program
Challenges and Choices
DRUMBEAT—Discovering Relationships
Esteem Designz (2012)
Friendly Kids, Friendly Classrooms
Friendly Schools and Families1
Friendly Schools Plus1
FRIENDS for Life4
Heart Masters
I Can Problem Solve
Kimochis
Koori Kids Wellbeing Program3,4
MindUp1,4
Mpower Girls
PATHS curriculum, The
Peer Mediation1
Protective Behaviours: A personal safety
program
Quest 4 Values
Resilience Education and Drug Information
(REDI)
Resilient Kids (Primary)

n

(%)

Mean
years in
use

Mean
Stages (grades) targeted %
effectiveness
All / Most 3 (5th-6th) 2 (3rd-4th) 1 (1st-2nd) Early 1 (K)
rating

37
15
1
20
2
4
2
1
14
1
116

(6.2)
(2.5)
(0.2)
(3.3)
(0.3)
(0.7)
(0.3)
(0.2)
(2.3)
(0.2)
(19.4)

3.56
3.46
1.00
2.68
6.00
1.00
3.00
3.00
4.92
3.00
5.11

1.97
2.15

39.4
61.5

2.11

94.4

3.00
2.00
2.00
2.00
3.00
2.28

100.0

50.0
100.0
93.5

1
1

(0.2)
(0.2)

1.00
3.00

2.00
3.00

100.0
100.0

1
1
1
1
1

(0.2)
(0.2)
(0.2)
(0.2)
(0.2)

6.00

3.00

100.0

3.00
1.00
1.00

3.00
2.00
1.00

100.0

2
1
3
148
4
2
34
1
35
20
2
24
2
1
9
3
4
8
3
14
8

(0.3)
(0.2)
(0.5)
(24.7)
(0.7)
(0.3)
(5.7)
(0.2)
(5.9)
(3.3)
(0.3)
(4.0)
(0.3)
(0.2)
(1.5)
(0.5)
(0.7)
(1.3)
(0.5)
(2.3)
(1.3)

3.50
2.00
3.50
3.43
5.00
5.50
3.30
5.00
3.97
2.68
6.00
2.05
4.00
1.00
2.11
2.67
1.00
2.57
2.50
4.92
4.88

2.50
1.00
1.50
2.10
1.25
2.00
2.00
3.00
2.07
2.11

2
3

(0.3)
(0.5)

4.50
4.33

3.00
2.00

50.0
66.7

50.0
33.3

6

(1.0)

2.33

2.50

66.7

33.3

2.16
2.00
2.00
2.38
2.67
3.00
2.29
2.50
2.00
2.50

100.0
84.7
100.0
100.0
100.0
100.0
76.7
94.4
45.0
100.0
66.7
100.0
100.0
100.0
50.0
100.0

12.1
30.8

48.5

7.7
5.6
100.0

100.0
50.0

100.0

6.5

100.0
100.0
100.0
100.0
10.9

6.7

15.0
100.0

85.7

2.2

1.5

6.7
5.6
100.0
15.0

10.0

0.7

20.0

5.0

22.2

11.1

14.3

50.0
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Table 2  (continued)
School program

n

(%)

Mean
years in
use

1
(0.2) 1.00
Ripple Kindness Project1
Rock and Water
55 (9.2) 3.10
Second Step
4
(0.7) 1.25
1
1
(0.2) 6.00
Skills for Growing
1
(0.2)
Smiling Mind1
Social Decision Making Problem Solving
2
(0.3) 4.50
1
(0.2) 3.00
Solving the Jigsaw1
35 (5.9) 4.75
Stop Think Do4
1
(0.2) 1.00
Stories of Us: B
 elonging1
Stories of Us: Bullying
1
(0.2)
Success and Dyslexia
2
(0.3) 3.00
The Safe Programme
1
(0.2) 4.00
4
(0.7) 1.50
THIS WAY UP: Managing S
 tress4
Values Education Toolkit
32 (5.2) 4.27
You Can Do It! Education Program Achieve 89 (14.7) 4.52
Component 3: Working with parents and carers
1–2-3 Magic and Emotion Coaching Program 37 (6.2) 3.69
1
(0.2) 1.00
CampOut with Kids1
Fun for Kids Program
1
(0.2) 2.00
Kidz Club Program (Primary)
1
(0.2) 3.00
4
5
(0.8) 3.50
Kool Kids, Positive P
 arents
3
(0.5) 2.67
Koori Kids Wellbeing Program2,4
Parent Effectiveness Training
6
(1.0) 3.60
Rainbow Program for Children in Refugee
3
(0.5) 4.00
Families
Rainbows: Prism
1
(0.2) 3.00
Rainbows: Sunbeams/ Rainbows
1
(0.2) 3.00
Seasons for Growth
101 (16.9) 4.31
Supporting Kids in Primary Schools (SKIPS) 3
(0.5) 3.00
Triple P—Positive Parenting Program: Level 31 (5.2) 3.37
2 prevention
(1.3) 3.25
Triple P—Positive Parenting Program: Levels 8
3–54
Triple p—Positive Parenting Program: Levels 5
(0.8) 2.80
3–5 (Stepping Stones)
Component 4: supporting students with mental health difficulties
Check it Out!
1
(0.2) 2.00
Cognitive Behavioural Intervention for
1
(0.2) 1.00
Trauma in Schools (CBITS)
Confident Kids
3
(0.5) 4.00
Cool Kids (School version)
61 (10.2) 2.77
Families and Schools Together (FAST)
1
(0.2) 6.00
24 (4.0) 2.05
FRIENDS for Life2
Girls on the Go!
1
(0.2) 6.00
5
(0.8) 3.50
Kool Kids, Positive P
 arents3
3
(0.5) 2.67
Koori Kids Wellbeing Program2,3
1,2
4
(0.7) 1.00
MindUp
35 (5.9) 4.75
Stop Think Do2
The Secret Agent Society
6
(1.0) 1.50
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Mean
Stages (grades) targeted %
effectiveness
All / Most 3 (5th-6th) 2 (3rd-4th) 1 (1st-2nd) Early 1 (K)
rating
2.00
1.85
2.25
3.00

100.0
40.4
100.0
100.0

2.00
3.00
1.74
2.00

100.0
100.0
78.1

2.00
2.00
2.50
1.80
2.15

50.0
100.0

1.91

85.3

2.00
2.00
1.67
2.67
1.20
2.67

100.0
66.7
100.0
100.0

86.7

1.00
3.00
2.34
1.67
1.52

90.3
66.7
100.0

2.13

100.0

2.00

100.0

2.00
1.00

100.0

1.67
1.85
1.00
2.16
2.00
1.67
2.67
3.00
1.74
1.50

66.7
51.0
100.0
45.0
66.7
100.0
100.0
78.1
33.3

46.8

12.8

3.1
100.0

6.3

9.4

3.1

50.0
100.0
3.3

3.3

6.7

5.9

8.8

100.0
33.3

33.3

100.0
2.2
33.3

33.3

33.3
100.0

5.4

2.2

33.3
13.7

15.7

15.0

20.0

5.0

9.4

3.1

100.0

19.6
15.0
100.0

3.1
33.3

33.3

6.3
33.3

School Mental Health
Table 2  (continued)
School program

n

4
THIS WAY UP: Managing S
 tress2
Triple P—Positive Parenting Program: Levels 8
3–53

(%)

Mean
years in
use

Mean
Stages (grades) targeted %
effectiveness
All / Most 3 (5th-6th) 2 (3rd-4th) 1 (1st-2nd) Early 1 (K)
rating

(0.7)
(1.3)

1.50
3.25

2.50
2.13

100.0

100.0

K = kindergarten;
1
2
3
4

Program may also address Component 1;
Program may also address Component 2;
Program may also address Component 3;
Program may also address Component 4

ratings distributed as: 0.4% not at all, 22.4% somewhat,
48.1% moderately, and 29.1% extremely).
The most widely used program, delivered in one quarter
of schools surveyed (n = 148), was Bounce Back!, which
was rated by Dix et al. (2020) as having moderate evidence.
Overall, one third of the SEL programs delivered across the
surveyed schools (33.6%; 191 of 569 programs) were programs for which there is low evidence (or lack of evidence)
of effectiveness (Dix et al., 2020). Further, little more than
half of the 569 programs delivered (57.2%; n = 326) included
the recommended series of formally structured sessions with
comprehensive instructions (i.e., detailed facilitator notes,
examples, responses, etc.) to ensure consistent implementation (Littlefield et al., 2017). Similarly, little more than
half (58.9%; n = 335) delivered consistent opportunities for
guided in-lesson skill practice for at least four of the five
CASEL competencies (self-awareness, self-management,
social awareness, social management, and responsible decision making).

Working with Parents and Carers of Children
(Component 3)
Just over one quarter of principals (n = 170; 28.5%)
reported delivering programs to engage parents and carers in bolstering children’s mental health and wellbeing,
including programs providing support and information
about parenting, children’s development, and mental
health. On average, these programs had been offered over
a period of three to four years (M = 3.8), again typically
to students across all or most stages, and were considered
by principals to be moderately effective (M = 2.1; with
effectiveness ratings distributed as: 1.6% not at all, 24.2%
somewhat, 38.2% moderately, and 36.0% extremely). The
most common program delivered, in one sixth of schools,
was Seasons for Growth, for which Dix et al. (2020)
indicated low evidence available for the parent component (though a high evidence rating is available for the
associated children and young people’s component of this

program). The next two most commonly used programs,
1–2–3 Magic and Emotion Coaching Program and the
Triple P parenting programs, had high evidence ratings
(Dix et al., 2020). The remaining 12 programs reported by
principals were each delivered in fewer than 10 schools,
with variable quality of evidence available in support of
program effectiveness (Dix et al., 2020). Overall for this
component, just over two-fifths (41.5%) of the programs
delivered had at least one published study or report on the
program’s impact on behavioural outcomes.

Supporting Children at Risk of or Experiencing
Mental Health Difficulties (Component 4)
Fewer than one quarter of principals (n = 135; 22.6%)
reported using a recognised program targeting students
with emotional, social, and/or behavioural problems.
On average, these programs had been delivered for three
years (M = 3.1), with variability across schools in the
stage targeted by the programs. Principals perceived the
programs to be less than moderately effective on average
(M = 1.9; with effectiveness ratings distributed as: 0.8%
not at all, 28.2% somewhat, 53.4% moderately, and 17.6%
extremely). The most common program delivered, in one
tenth of schools, was the school-based version of the Cool
Kids program targeting worries and anxiety (internalising problems), for which a medium evidence rating was
assigned (Dix et al., 2020). A high evidence rating was
associated with the FRIENDS for Life program for anxiety problems delivered in 24 schools, but only a low evidence rating for the Stop, Think, Do program targeting
social, emotional, and behavioural disorders delivered in
35 schools (Dix et al., 2020). The remaining 11 programs
were each delivered in fewer than 10 schools; most of
these programs were supported by high quality evidence
in Dix et al. (2020), though only low evidence was available for several. Overall for this component, less than one
third (29.3%) of the programs delivered had at least one
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Table 3  Available evidence of program effectiveness (ratings from
2020 and 2015) for whole-school social-emotional learning programs delivered in NSW schools, degree of session structure to the

lessons, and coverage of the five Collaborative for Academic, Social,
and Emotional Learning (CASEL) social and emotional competencies
within each program

Social-emotional learning program
(Component 2)

CASEL social-emotional competencies

Evidence of effectiveness
(2020)a

Structured
sessionsb

(2015)b

Self-awarenessb

Self-managementb

Social
awarenessb

Social
managementb

Responsible
decision
makingb

Being Me: ABC Health series

Low

0

1

1

1

1

1

1

BGreat4kids

Low

0

1

0

0

0

0

0

0

1

Bounce Back!

Medium

2

3

3

3

3

3

3

BRiTA Futures Primary School Program

High

1

3

Body Think

Challenges and Choices

Medium

0

3

DRUMBEAT—Discovering Relationships

High

2

2

Esteem Designz (2012)

Low

0

1

Friendly Kids, Friendly Classrooms

Medium

1

2

1

1

1

2

2

High

3

2

2

2

2

3

3

High

3

2

2

2

2

3

3

High

3

3

3

3

2

0

3

Heart Masters

Low

0

2

1

1

1

1

0

I Can Problem Solve

Low

3

3

3

3

3

3

3

Friendly Schools and Families1
Friendly Schools Plus1
FRIENDS for Life3

Kimochis

Koori Kids Wellbeing Program2,3

Low
High

2

3

3

3

3

2

2

Mpower Girls

Low

0

2

0

0

1

1

0

MindUp1,3

Peer Mediation1

PATHS curriculum, The

3

3

3

3

3

3

3

Low

0

0

0

0

1

3

1

Protective Behaviours: A personal safety
program

Medium

0

3

0

2

1

1

0

1

0

Low

0

2

1

1

0

0

1

Low

0

3

2

2

2

2

2

Rock and Water

Low

0

2

0

0

0

0

1

Second Step

High

0

3

3

3

3

3

3

Medium

3

2

3

3

0

3

3

2

3

3

3

0

0

3

3

3

3

2

3

3

Low

0

3

Low

1

3

2

2

2

2

2

Low

0

2

0

0

1

1

0

Medium

0

2

0

0

1

1

0

Quest 4 Values
Resilience Education and Drug Information (REDI)
Resilient Kids (Primary)

Ripple Kindness P
 roject1

Skills for G
 rowing1
Smiling Mind1

Low

Social Decision Making Problem Solving

Solving the Jigsaw1

Stop Think Do3

Stories of Us: B
 elonging1
Stories of Us: Bullying

Success and Dyslexia

High

0

2

The Safe Programme

Low

0

2

THIS WAY UP: Managing S
 tress3
Values Education Toolkit
You can do it! education program
achieve
a
b

Low
Low–Highe

1

2

0

0

1

1

1

1

1

3

3

3

3

3

3

3

Ratings of evidence quality taken from the review by Dix et al. (2020);

Ratings compiled by the Australian Psychological Society for the KidsMatter Primary Programs Guide, available online to schools (between
2009 and 2018) to guide program selection—refer to Table 1 for a description of ratings levels
1
2
3

Program may also address Component 1;
Program may also address Component 3;
Program may also address Component 4
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published study or report on the program’s impact on
behavioural outcomes.

Other Programs Detailed via Free‑Text Response
One third of principal respondents (36.2%; n = 216) used
the free-text section of the survey instrument to provide
additional information about school programming. While
ten principals (1.7%) indicated that, though their school had
not yet implemented any mental health promotion programs
they were considering which programs were needed within
their school community, another three suggested that such
programs were not suited to the needs of their school (e.g., a
small school which relied on student and staff relationships
to monitor student mental health and resolve difficulties).
Four principals indicated the presence of designated personnel (e.g., school counsellor or psychologist) available to
support student mental health and wellbeing in the absence
of formal programming.
In total, 113 principals (18.9%) indicated delivery of
other programs that were not listed in the menu of 96 programs, and which do not appear within the Dix et al. (2020)
review of around 200 school-based mental health and wellbeing programs in use in Australia. Seventy of these 113
principals (61.9%) identified programs that were obtained
from a provider external to the school, 28 (24.8%) described
programs developed “in-house” by the school, and insufficient information was available to classify the remaining 15
responses. Six principals reported use of a specific program
delivered under a partnership between NSW Government
child and adolescent mental health and education services,
Getting on Track in Time—Got it! (NSW Ministry of Health,
2017); this program provided specialist mental health early
intervention services for children in kindergarten to 2ndgrade with behavioural concerns and emerging conduct
problems. Five principals reported supplementing program
delivery with designated personnel to support student social
and emotional wellbeing (e.g., police liaison officer, school
chaplain). The type of programs most commonly reported by
principals addressed peer support (10 principals), bullying
(5 principals), resilience (5 principals), and social skills (5
principals). Where ratings of effectiveness were provided
by principals for these other programs (ratings given for 42
programs, 37.2%), these were perceived as either moderately
(40.5%) or extremely (59.5%) effective.

Health Promotion Frameworks
The majority of principals (85.6%) indicated the implementation of one or more health promotion frameworks within
their schools, including almost two-thirds (64.8%) indicating use of two or more. These included Child Protection

(implemented in 61.0% of schools), Cybersafety (49.6%),
School-Wide Positive Behaviour Support/Positive Behaviour
for Learning (44.4%), KidsMatter Primary (26.0%), Health
Promoting Schools (16.8%) and the Dare to Lead (4.7%)
frameworks. The other frameworks provided in the checkbox menu – KidsMatter Early Childhood, MindMatters (pre2014), and MindMatters (post-2013)—were not targeted to
the primary schooling years, and accordingly, were each
reported by fewer than 20 school principals. Almost twothirds of principals (61.1%) reported implementing a framework that encompassed multi-tiered systems of support (Tier
1, universal; Tier 2, targeted; and Tier 3, intensive)—that
is, the KidsMatter, MindMatters, and School-Wide Positive
Behaviour Support/Positive Behaviour for Learning frameworks. In the free-text response section, 18 principals (3.0%)
indicated the implementation of a Restorative Practice/Justice framework in their schools.

Discussion
This survey of the leadership of one quarter of NSW government and non-government primary schools in 2015 indicated that half reported delivery of two or more school-based
mental health promotion programs, while a quarter reported
delivering none of these programs. Almost two-thirds of
the principals surveyed used programs that provided formal
teaching and practice of social and emotional competencies
(Component 2), while one third used programs to support
development of a positive school community (Component
1). One quarter reported delivery of programs to engage
parents/carers in strengthening children’s mental health and
wellbeing (Component 3) and to provide targeted support
for children with mental health difficulties (Component 4).
Universal programs supporting a positive school community were the most established (delivered, on average, for
more than four years), while targeted programs for students
with mental health difficulties had been delivered for the
least time (three years on average) and had the lowest effectiveness ratings by principals, generally falling just short of
moderately effective. With respect to the implementation of
a health promotion framework to guide program selection,
more than eight in 10 principals reported using one or more
frameworks (including six in 10 principals reporting use of
a framework that encompassed multi-tiered systems of support); one quarter reported application of the KidsMatter
Primary national mental health promotion initiative that had
provided a public, online Programs Guide summarising the
evidence (or lack of evidence) available regarding specific
programs and resources to support program implementation.
Despite school leaders’ intentions to promote students’
mental health and wellbeing, as evidenced by the uptake of
health promotion programs in a majority of schools, many
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leaders did not select evidence-based programs. Approximately two-thirds of the programs delivering Components 1
or 2 had some empirical evidence of effectiveness, but only
two-fifths of programs in Component 3 and less than one
third in Component 4 were similarly evidenced. However, it
is important to note that no quality assessment of the associated empirical evidence has been conducted and the threshold for achieving a ‘high’ level of evidence in the Dix et al.
(2020) study was low. Furthermore, almost half of the SEL
programs delivered (Component 2) lacked the recommended
series of formally structured sessions with comprehensive
implementation instructions and consistent opportunities for
guided in-lesson skill practice of the CASEL competencies
(self-awareness, self-management, social awareness, social
management, and responsible decision making). These findings indicate that when detail regarding the evidence-base
for programs is publicly available, school leadership may be
unaware of this information or may not prioritise it in their
decision-making process. Indeed, factors such as cost, popularity, and fit may be given greater consideration, particularly in light of the lack of consistent high-quality evidence
against which to benchmark program options. Svane et al.,
(2019, p. 213) describe schools as taking “a hit and miss
approach to wellbeing”, with the lack of program evaluation
eroding capacity to develop an understanding of effective
strategies for promoting wellbeing in schools. Determining
how best to support educators in program identification and
selection is critical, with qualitative research needed into
why they select the programs they do and the extent to which
they value robust empirical evidence as a key consideration
in their program selection. Prior research in professional
fields such as education and social work suggests that the
type of evidence typically made available to practitioners
through government or public health and education sources
may not be the only sort they value, and that a range of evidence, including that which testifies to feasibility of practical
implementation, is necessary to support professional judgement of contextual validity (Gleeson et al., 2020; Mockler
& Stacey, 2020).
Notwithstanding the lack of existing evidence available
for many of the programs delivered, responding principals
nonetheless generally perceived the programs to have been
at least moderately effective. The SSPESH instrument did
not explicate any criteria regarding how principals should
assign their effectiveness rating according to the four
response levels specified, and these perceptions should not
be interpreted as reliable and valid evaluations of effectiveness. Indeed, it is unclear how school leaders are monitoring program outcomes and evaluating effectiveness, beyond
anecdotal evidence from staff and students (McFadden &
Williams, 2020). Within Implementation Science, evaluation frameworks provide a structure for appraising implementation endeavours (Nilsen, 2015). For example, Proctor
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and colleagues (Proctor et al., 2011) propose a framework
encompassing evaluation of acceptability, adoption (uptake),
appropriateness, costs, feasibility, fidelity, penetration (integration within the setting), and sustainability. Embedding
quality monitoring systems as part of the program design
and delivery needs to become a mainstay in Australia. Program developers are well positioned to offer school personnel simple tools to monitor engagement and impact as part of
their program, and principals should prioritise such features
during program selection. Such an approach would provide
invaluable operational data to support formal program evaluations and justification for ongoing funding.
While the aim of school-based management and decentralisation of decision-making has been to increase principals’ power to make contextually relevant decisions in and
for their schools, it has also significantly increased administrative load (Heffernan, 2018), reducing capacity for the
increasingly intensive work associated with evidence evaluation, program selection, and evaluation of effectiveness.
This is an important consideration, given recommendations
emerging from the Australian Government’s 2020 Productivity Commission Report on the Inquiry on Mental Health
that student social-emotional health and wellbeing should be
elevated in the National School Reform Agreement to “an
even footing with academic progress and student engagement as an important goal that schools across all sectors
of the education system must work towards, and report on
their progress” [p. 19; (Productivity Commission, 2020)].
Several strategies, in addition to dedicated additional funding of $150 million per year nationally, were offered in the
Inquiry Report (Productivity Commission, 2020) to achieve
improved student mental health outcomes, including the
requirement for all schools to develop clear leadership and
accountability structures (e.g., a dedicated wellbeing leader
or team) to support whole-of-school strategies, as well as
clear strategies to support individual students and their families, and build links with services in the local community.
The report further recommended (pp. 19–20) that: nationally
consistent wellbeing measurement be rolled out across all
schools; principals be held accountable for annual reporting on outcomes and improvement over time; data collected
should contribute to an evidence base for future interventions; and extensive evaluation should be conducted of the
policies and processes that schools put in place to support
their students.
The current and potential future pressures on school leaders make the accurate provision and accessibility of rigorous
evidence on school-based mental health programs even more
critical. This alone, however, is not enough, for our research
indicates that information is being provided with inadequate
corresponding information as to the effectiveness of various
programs and, also, that principals are not always choosing programs for which there is such information available.

School Mental Health

Subsequent to this survey in 2015, the NSW Department of
Education developed resources to guide NSW government
schools in the selection of evidence-based mental health
and wellbeing programs (NSW Department of Education,
2021); having only recently (in 2020) been made available
to schools, the outcomes of this guidance are not yet known,
and will be specific to NSW public schools. A national
approach that explicitly engages educators and school leaders to ensure that ensuing resources, programs, and policies
are both evidence-based and flexible enough to meet the
needs of schools may help mitigate fragmentation of policies and resources across jurisdictions and education sectors.
We argue that this need is not being met by the most recent
national initiative to support student mental health and wellbeing, Be You (Australian Government, 2021), which as of
May 2021 provided evidence of effectiveness ratings for only
a limited subset (~ 40) of programs for which the program
providers applied to be listed in the current Programs Directory. The new Australian Education Research Organisation
(AERO), emerging from the 2017 Review to Achieve Educational Excellence in Australian Schools chaired by David
Gonski (Gonski et al., 2018), might assist in providing a
more comprehensive source of evidence-based programs
and information for principals and teachers. This, together
with the commissioning of SEL programs and multi-tiered
systems of support implementation trials, could better enable
educators to engage with the intentions of Australian Curriculum’s Personal and Social Capability.
Alongside this, extensive work remains to be done to
strengthen the evidence base on school-based mental health
programs and their implementation. Further work is especially needed to improve the quality of evidence supporting
program effectiveness. The effectiveness of any program in
a particular school context will be influenced by factors such
as dosage (i.e., the frequency and length of program delivery), fidelity (i.e., how closely the implementation adheres
to the intervention manual), and quality of delivery (i.e., by
qualified, experienced staff). Though school leaders may be
motivated to address what they perceive as the unique needs
of their community through adaptations to programs, rigorous effectiveness trials of established programs are required
to identify the ‘active’ crucial components of successful
programs that must be implemented with fidelity (Littlefield
et al., 2017), as well as to determine their applicability to subgroups of students and cultural contexts (Collie et al., 2017).
We highlight the utility of multi-level partnership models,
such as promoting school-community-university partnerships to enhance resilience (PROSPER) in the US, to support
high quality implementation and long-term sustainability of
prevention programs (Nordstrum et al., 2017). This model
incorporates three tiers, with local community strategic teams
(extension educators and school personnel who deliver the
program) provided with sustained, solution-focused and

proactive assistance from state level teams (university-based
prevention specialists and resources that support the translation of scientific theory and evidence into user-friendly interventions) via an intermediate-level prevention coordinator.
This coordinator functions as a liaison between the university
prevention team and local teams, providing the knowledge,
skills, motivation, and technical assistance required for effective implementation of the program. This collaborative and
dynamic approach provides important capacity to engage in
a continuous evaluation and improvement process, where
the program may be effectively adapted and aligned with a
unique school context while maintaining fidelity to the program goals (Nordstrum et al., 2017; Redding et al., 2017).
Capacity for such adaptions and alignments to local contexts
are pertinent in multi-cultural Australian society, and in the
context of geographic variation from large metropolitan
schools to single-teacher remote schools.
Educators and school systems also require appropriate
support and engagement from local mental health and social
services agencies to meet the diverse needs of their school
community. Previous work with this sample of NSW government and non-government schools identified that leaders
perceived engaging and working effectively with parents/
carers in supporting student mental health and wellbeing
as the most challenging of the four components for schools
to implement (Dix et al., 2019). The present study further
indicated that the programs principals selected to engage
parents/carers (Component 3) and support students at risk
of or experiencing mental health difficulties (Component 4)
had the least available evidence supporting their effectiveness, despite the availability of programs with high levels
of evidence. Further embedding of multi-tiered systems of
support within the school community is needed to provide
a continuum of support for all students, spanning universal prevention for all, targeted interventions to improve the
social, emotional, and behavioural skills of at-risk students
who need additional support, as well as individualised
intensive supports for students experiencing ongoing mental health and academic difficulties. Strong relationships
and communication lines, and greater program integration
between education, mental health, and social services agencies might assist schools in facilitating and coordinating
better provision of universal and targeted interventions for
students between the school and local community (American
Academy of Pediatrics Committee on School Health, 2004).

Study Limitations
The present study was limited to school-based mental health
and wellbeing programs delivered to primary school students
in a single Australian state (NSW), and may not be generalisable to other educational jurisdictions within Australia (or
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elsewhere), nor to the secondary (middle/high) school context.
Though our sample of schools were representative of NSW
primary schools according to a range of sociodemographic
indices (government vs. non-government, geographical location, socioeconomic profile, and proportions of Indigenous
and female students, and students with a language background
other than English; Dix et al., 2019), we had no means of
ascertaining whether the principals who elected to participate
were predisposed to prioritising mental-health and thus more
likely to implement school-based programs.
This quantitative study also did not directly assess principals’ decision-making processes in relation to selecting programs for their school community, which might be usefully
explored using qualitative methods. For example, exploring
whether principals sought a program to meet governmentmandated curriculum requirements, selected a program in
response to an identified need, and/or engaged with external
partners to select and implement programs and to monitor
their effectiveness, are priority questions for research. Future
studies might likewise examine how principal characteristics
(such as age, gender, and experience) may relate to their
decisions to implement school-based mental health and wellbeing programs, particularly those engaging the parent community, and to their perceptions of program effectiveness.
The study presents a snapshot of school-based practice up
to 2015 only and does not capture programs implemented
subsequently. Although data were obtained from principals
regarding their own perception of program effectiveness, no
formal measurement of the frequency, fidelity, and quality of
program implementation was attempted. Instead, the study
contextualised the programs being delivered using ratings
of program effectiveness derived from a recent review of
more than 200 school-based wellbeing programs delivered
in Australia as of August 2020 (Dix et al., 2020), extending
the effectiveness information originally compiled for the
KidsMatter Primary Programs Guide.
The study was further limited in relying on a sole report
(typically by the school principal) and might have identified
additional programs or captured alternative perceptions of
program effectiveness within the school if a broader consultation with school personnel was undertaken. Similarly, the
limited sampling of remote schools (n = 8) means that study
findings reflect predominantly the perceptions of principals
leading metropolitan and regional primary schools. Further
research to characterise the experience of remote school
principals is merited.

Conclusion
The present study indicates that, though a majority of school
leaders had implemented school-based mental health and
wellbeing programs in their schools, most often via formal
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teaching and practice of social and emotional competencies
(a requirement of the Australian Curriculum), a quarter of
school leaders had not. Moreover, many leaders selected
programs for which evidence of effectiveness was poor
or absent. Further work is needed to support a national
approach to strengthening the evidence on school-based
mental health and wellbeing programs and their implementation, including the adoption of multi-tiered systems of support that encompass universal prevention for all students,
targeted interventions to improve the social, emotional, and
behavioural skills of at-risk students who need additional
support, and individualised intensive supports for students
experiencing ongoing mental health and learning difficulties. Until we do so, efforts taken to build mentally healthy
learning communities Australia-wide will be inconsistent.
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